which is used to deworm chicken runs, and other halogenated phenolic compounds. Two years ago, eczematous rash on scalp and face. One year ago, after exposure to fentichlor, swelling and rash of face with gross aedema of eyelids necessitating course of systemic prednisolone. Closed fentichlor patch test positive. Has carefully avoided such contact since, but continues to have eczematous rash of face, neck and hands exacerbated 24-48 hours after sun exposure and on bright cloudy days and after fluorescent light exposure. Occasional patchy eczema of trunk and limbs. Three months ago, flare following handling of lavatory paper impregnanted with hexachlorophene and dichlorophen. Now uses a titanium dioxide light screen with some success. Cl 0 H TETRACHLORSALICYLANILI DE On examination: Florid eczematous rash of lightexposed areas with marked papular element of forehead and sides of neck with ridging of skin. Subsides considerably when he avoids sunlight. Investigations: Porphyrin screen negative. Photopatch tests positive for fentichlor and dichlorophen. Monochromator: abnormal delayed papular reactions to 300-320 nm; delayed erythema at 340 nm. Black light (four 20 W lamps, 30 cm from skin) no reaction, but marked erythema with similar lamps for photopatch testing. Biopsy of forehead shows acanthosis with extensive underlying pleomorphic chronic inflammatory cell infiltrate with eosinophils, not extending into the epidermis.
Comment
In this patient, whose condition veers clinically and histologically to actinic reticuloid (Ive et al. 1969) , fentichlor, a contact allergen, probably photodecomposes to a more potent contact allergen. Fig 1 shows the structural formulae of four common photosensitizers and may explain their tendency to cross-reactivity. With loss of each chlorine atom sequentially on photolysis the protein-bound fentichlor remains photochemically active (Davies et al. 1975) , which explains the persistent light reaction without further exposure. A case of actinic reticuloid developing in a persistent light reactor with a previous photosensitivity to tetrachlorsalicylanilide has been described (Wilkinson 1972); it was suggested that an abnormality of the reticuloendothelial system predisposed to this reaction. But a study of patients with actinic reticuloid (Mentor et al. 1974) showed no immunological abnormality in conventional tests. The events in this patient would support an argument that some persistent light reactors, whose condition was initiated by exposure to certain chemicals, progress to actinic reticuloid. On examination: Skin: flesh-coloured and reddish papules and nodules ranging from 0.2 mm to 1 cm in diameter, palmar aspect and pulp of fingers; also marked paronychial nodules. Papular eruption of hair margin with similar lesions on helices, behind ears and round sides and base of neck. Anterior aspect of thighs involved. Left buccal mucosa shows an infiltrated erosive lesion opposite the lower molar, left lower lip a 0.5 cm lesion. Joints: considerable limitation of movement of both shoulders with abduction about 200 and almost no internal or external rotation. No joint swellings, but some limitation of motion of knees and rotation of neck. Investigations: X-ray of wrists and hands showed patchy demineralization in both and subperiosteal cortical demineralization of some proximal phalanges.
Blood cholesterol 235, uric acid 6.9, triglycerides 73 mg/100 ml. Urine chromatography: general decrease in amino acids and no specific excess. Antinuclear factor weak positive; latex test for rheumatoid factor positive; rheumatoid arthritis hemagglutination positive 1:640; mitochondrial antibody negative; smooth muscle antibody negative; Treponema pallidum haemagglutination negative; Venereal Diseases Reference Laboratory negative; immunoglobulins normal. Histopathology (Dr R I K Elliott): Skin biopsy shows a well-localized focus in the upper dermis; this consists almost entirely of giant cells with abundant pink hyaline cytoplasm which is some-times foamy, separated by thin layers of fibroblasts and blood vessels. They do not show wreaths or Touton format, and have comparatively few nuclei. There is almost no accompanying cellular infiltration.
There is an excellent review of this rare condition by Rooney et al. (1975) . It has received several synonyms: lipoid dermatoarthritis (Warin et al. 1957 , Barrow 1967 , lipoid rheumatism (Weber 1948) , reticulohistiocytoma (Rostenberg et al. 1960 ), multicentric reticulohistiocytosis (Anderson et al. 1968 ). Females are more commonly affected than males, in the proportion 3:1 and the mean age of onset is usually in the fifth decade. The disease begins insidiously with nearly two-thirds of patients presenting with a polyarthritis. Development of skin nodules may coincide with onset of arthritis, or appear up to three or more years later. Typical presentation is a middle-aged female with what appears to be rheumatoid arthritis. Orkin et al. (1964) found the eruption cleared in 25% of cases, improved in 25% and in the remainder was either stationary or the disease worsened; in 3 of his patients the arthritis disappeared or improved. In the majority of cases the disease became inactive after ten years, though the patients were left with crippling arthritis. Neoplasm has been reported in a few patients with multicentric reticulohistiocytosis but it is uncertain whether this is any more than a coincidental finding (Goltz & Laymon 1954 , Warin et al. 1957 , Labow & Shapiro 1965 . In our patient prednisone effected a limited improvement and the skin lesions remained unchanged.
Postscript (March 1976) : Two weeks after the case presentation an abdominal mass was palpated which was not present on previous examination. Laparotomy , revealed an omental metastasis from a medullary carcinoma of ovary. A review of the literature shows that about 25 % of cases of multicentric reticulohistiocytosis have an associated neoplasm.
